The neurological features of this neurocutaneous syndrome are variable. They occur in 30-40% of cases, and include spasticity, mental retardation and seizures. Neonatal convulsions may be a presenting symptom (Roberts 1958 , Kauste & Paatela 1961 , O'Doherty & Norman 1968 and may be refractory to treatment. Spastic cerebral palsy affects some patients and was found in 15 of the 145 cases reviewed by Pfeiffer (1959) .
Its cause is not always clear.
Generalized spasticity was present in one infant reported by O'Doherty & Norman in association with convulsions, and may have been related to the prolonged seizures themselves, to an underlying cerebral malformation, to associated vascular changes (as described in these authors' companion case) or to a combination of these factors. Our patient's mild right hemiplegia may possibly be due to a cerebral malformation (unilateral micropolygyria was found in one of O'Doherty & Norman's cases). The LAEG was consistent with mild left-sided cerebral atrophy, but this is a purely descriptive term without precise implications as to cause or duration. Our patient showed none of the ocular changes of incontinentia pigmenti, and will probably remain free from these complications which are usually congenital.
The Bloch-Sulzberger syndrome is unusual among neurocutaneous conditions in that the skin features are prominent in the newborn period and decrease with age, usually disappearing by adult life. It follows that if the diagnosis is missed in early life it may be difficult to establish when the child presents to the neurologist or orthopidic surgeon some years later. The significance of the scanty residual skin lesions in our patient could easily have been overlooked. If the child's mother does not remember her own earlier skin lesions and if there is no affected younger sister to show more impressive tievi, the situation is even more difficult. It seems likely, therefore, that the disease is commoner than is recognized; in other dominantly inherited neurocutaneous syndromes such as tuberous sclerosis and neurofibromatosis the clinician has the advantage that the early skin lesions persist (e.g. amelanotic nxvi and cafe-aulait patches) while others appear with increasing age (e.g. adenoma sebaceum, shagreen patch, subungual fibroma). Mr T Y, aged 63 History: A scaly patch on his right heel since the age of 6 was diagnosed and treated in middle life as psoriasis. Over the last five years his right foot has been swollen. Three years ago a rash developed over the foot and gradually extended up to the knee. Six months before admission the right heel ulcerated and became very painful and 2 weeks before admission he developed dysuria.
Family history: His mother died of pulmonary tuberculosis when he was 5 and one sister has pulmonary tuberculosis.
On examination: Very thin, ill-looking man. Marked pitting cedema of dorsum of right foot extending to mid-calf. Large ulcer with rolled edge over upper part of the heel with hyperkeratotic area below. Multiple soft brownish papules extending from foot up to knee (Fig 1) .
Rectal examination: Hard fixed prostate. A transurethral biopsy of the prostate showed a marked epithelioid reaction in and around glands with Skin biopsy from edge of ulcer: Hyperkeratotic acanthotic epidermis. Squamous epithelium adjacent to the ulcer showed atypical architecture more likely to be pseudo-epithelial hyperplasia than carcinoma. Underlying dermis showed infiltrate and granulomata as above.
Other investigations: Chest X-ray: calcified scars left upper lobe and hilum. IVP: normal renal outlines, bladder showed large prostatic indentation and emptied poorly; no calcified opacities. Hb 13.7 g/100 ml. WBC normal. ESR 39 mm in 1 hour (Westergren). Midstream urine: trace of protein. Blood urea normal. Immunoglobulins: slight increase in IgM and IgA. Mantoux test positive. Bacteriology: acid-fast bacilli seen in large numbers on direct smears from the ulcer and in small numbers from early morning urine specimens. Mycobacterium tuberculosis, fully sensitive to streptomycin, PAS and INAH, was grown.
Treatment with streptomycin, PAS and 1NAH was later changed to rifampicin, PAS and INAH as he developed a drug rash. After one week's treatment his temperature dropped to normal and his ulcerated heel began to dry up. At time of discharge after four weeks it had completely healed and his genitourinary symptoms had also completely gone.
Comment
Chronic lymphangitis was well recognized as a complication of lupus in the older textbooks. The presence of AFB in such large numbers and their ease of culture is unusual in this condition. The most puzzling aspect, however, is why this man should suddenly develop an apparent lowering of immunity resulting in ulceration of his heel lesion and acute genitourinary symptoms from tuberculosis prostatitis. It is also unusual to have this degree of bacilluria and prostatic involvement with so little renal abnormality on IVP.
However, no other abnormalities were found and bis rapid response to treatment and present good health make the presence of sinister underlying pathology unlikely.
The following cases were also shown:
(1) Alopecia with Deafness in Two Siblings (2) 
